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Learning Objectives
Upon completion of this activity, participants will be able to:
• Distinguish sociodemographic variables associated with higher rates of smoking
• Analyze physicians' performance in the clinical management of smoking
• Evaluate a survey program of physicians and nurses regarding the clinical management of smoking Abstract Background Tobacco is a major cause of preventable illness and death. However, clinician use of an evidence-based guideline for treatment of tobacco use is low. This case study describes the process for conducting a pre-intervention assessment of clinician practices and beliefs regarding treatment of tobacco use.
Community Context
Louisiana State University Health System, one of the largest safety-net public hospital systems in the United States, consists of 10 facilities in population centers across the state of Louisiana. The system serves a large proportion of the state's underinsured and uninsured, low-income, and racial/ethnic minority populations, groups that have high rates of tobacco use.
Methods
Activities included 1) partnering with hospital administrators to generate support for conducting a clinician assessment, 2) identifying and adapting a survey tool to assess clinicians' practices and beliefs regarding treatment of tobacco use, 3) developing a survey protocol and obtaining approval from the institutional review board, and 4) administering the survey electronically, using the hospital's e-mail system.
Outcome
Existing partnerships and system resources aided survey administration. Use of the hospital's internal e-mail system and distribution of an online survey were effective means to engage clinicians. Following notification, 43.6% of 4,508 clinicians opened their e-mail containing the invitation letter with a Web link to the survey; of these, 83.1% (1,634) completed the survey.
Interpretation
Partnering with stakeholders and using existing resources within the health care system are essential to successful implementation of a system-wide survey of clinician practices and beliefs regarding treatment of tobacco use.
Background
Tobacco use is the foremost cause of preventable illness and death in the United States (1). Smoking causes coronary heart disease and lung cancer and is associated with many other deleterious health effects (2) . Although prevalence of tobacco use in the United States has modestly decreased during the past 7 years, prevalence in Louisiana (22%) has not changed (3, 4) . Louisiana residents with no insurance (34%), low income (32%), and less than a high school education (36%), and who are men (25%) are more likely to report tobacco use (4) and to receive health care through public and safety-net health systems. These facts highlight the need for greater use of evidence-based interventions and strategies for addressing tobacco use in disparate populations.
More must be done to reach and surpass Healthy People 2020 targets for reducing tobacco use. This can be accomplished through increased tobacco screening and cessation counseling in health care settings (5) . Recommended by the US Public Health Service Clinical Practice Guideline for Treating Tobacco Use and Dependence (Guideline), clinician intervention increases the chances of smokers' quitting (6) . The Guideline recommends that clinicians screen for tobacco use, document status, and provide brief treatment using a 5 A's clinical protocol. The 5 A's are 1) Asking patients about tobacco use, 2) Advising users to quit, 3) Assessing their willingness to quit, 4) Assisting with their quit attempt, and 5) Arranging for follow-up contact.
Surveys are commonly used to monitor, inform, and evaluate adherence to the clinical practice guideline among clinicians (7) . Consistent and effective use of the 5 A's protocol is low. Clinicians report frequent asking and advising but less frequent assessing, assisting, or arranging (8) (9) (10) (11) (12) . This case study describes the process for conducting a preintervention survey of practices and beliefs regarding treatment of tobacco use among clinicians in Louisiana's public hospital system.
Community Context
In 2001, Louisiana's state legislature addressed the state's high smoking prevalence (25%) by increasing the excise tax on cigarette sales from 24 cents to 36 cents per pack, ranking Louisiana 49th among the states (13). A dedicated portion (2 cents of the 12-cent increase) of the revenue went toward establishing tobacco control programming for the state, including cessation services for patients in the public hospital system (14) . The 10-facility safety-net system, which provides care for residents who are most medically vulnerable, is managed by the Louisiana State University (LSU) Health System. In 2011, the LSU Health System recorded more than 66,000 in-patient admissions and 2.1 million outpatient visits (15) . The LSU Health System has 2 distinct institutions operating separate hospitals: the Health Care Services Division (HCSD), which operates 7 hospitals in the southern part of the state; and the LSU Health Sciences Center Shreveport, which operates 3 hospitals in the northern part of the state.
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Because of differences in the type of system technology used by each operating institution, the study was conducted only in HCSD hospitals. Of all primary care outpatients in the HCSD system, 65% were women, 53% were African American, 42% were uninsured, and on average, patients were 42 years old, and 29% were current smokers (Y Yi, PhD, written communication, July 2013). The HCSD system also serves as the largest health care training program for physicians, nurses, and allied health students in the state (15) .
In 2002, the HCSD, in partnership with the LSU Health Science Center School of Public Health, established the Tobacco Control Initiative (TCI), which used a comprehensive, theory-driven, structured approach to integrate Guideline recommendations. Strategies addressed tobacco use treatment at the system, clinic, and patient levels (16) .
To monitor and improve provider adherence to Guideline recommendations, the TCI conducts patient surveys to assess their tobacco use, quit attempts, and perceptions of provider treatment (17), and electronic health record (EHR) queries to examine clinician practice patterns. The Table reports the frequencies of 5 A's performance from a patient survey and EHR query from January through March 2010. However, the TCI had not conducted a system-wide survey of clinicians engaged in treatment of tobacco use to assess their reported adherence to the 5 A's protocol or to identify belief factors that promote or hinder provision of this evidence-based intervention.
In 2011, the TCI applied for and was awarded a National Cancer Institute (NCI) Research to Reality (R2R) Mentorship Program mentee position. The R2R mentorship program pairs experienced public health professionals (mentors) with mid-level cancer prevention and control managers (mentees) to build mentees' capacity to effectively navigate the complexities in which evidence-based intervention occurs. With the mentor's expertise, and training from the NCI, the TCI mentee planned a year-long cancer prevention and control project relevant to the TCI program to enhance and apply the mentee's skills and knowledge of evidence-based public health (18). The objectives of the R2R project were to 1) conduct a pre-intervention assessment of tobacco treatment practices and beliefs among clinicians in the HCSD and 2) engage HCSD clinicians to obtain their perspectives on adherence to the Guideline by using an electronic survey.
Methods
Partnering with the health care community. To administer the survey, the TCI leadership identified key partners in the HCSD system based on pre-existing relationships. Partners included the HCSD chief medical officer (CMO) and director of staff development (DoSD). Partners were recruited during HCSD meetings and via e-mail. The TCI sought assistance from the partners at the beginning of study development for approval to conduct the survey, for endorsement by the CMO of correspondence regarding the survey, and for identification by the DoSD of an electronic method to administer the survey. Additionally, the mentorship pair met individually with the CMO during a planned site visit to understand first-hand the organization and context in which the study would be conducted.
Identifying and adapting an evidence-based clinician survey. Literature searches were conducted by the mentorship pair to identify existing instruments used to measure clinician practices and beliefs regarding adherence to the Guideline. Authors of published surveys were contacted for permission to use their instruments. Once received, to ensure all questions were relevant and appropriate, the instruments were reviewed for possible adaptation. Changes to the survey were made to reflect the setting (hospital vs clinic) and available cessation resources. The selected questionnaire consisted of 5 sections: 1) practice characteristics, 2) adherence to Guideline recommendations, 3) knowledge, attitudes, and beliefs regarding treatment of tobacco use, 4) current and former tobacco use, and 5) demographic information. Questions regarding clinician 5 A's practices included the following: "In your hospital/clinic, do you personally ever ask patients if they smoke/use spit or smokeless tobacco?"(responses recorded as yes or no); "How often do you do the following in your hospital/clinic: Advise smokers to stop smoking?; Ask smokers if they are interested in quitting?; Encourage smokers who want to quit to set a quit-date?; Discuss medication options such as nicotine replacement, Chantix (Varenicline) or Zyban (Bupropion SR)?; Refer to the Tobacco Control Initiative (TCI) for treatment?; and Re-evaluate tobacco use at each visit?"(responses were recorded as never, rarely, sometimes, often, or always).
Developing the survey protocol. Surveys were scheduled for an 8-week period of administration, beginning in February 2012. The protocol included 1) e-mailing a survey notification letter in week 1 to introduce the upcoming survey, 2) e-mailing an invitation letter in week 2, and 3) e-mailing reminder letters at weeks 3, 5, and 7 to complete the survey. The TCI leadership and mentee drafted correspondence letters regarding the survey for distribution by the CMO. The letters were approved and the project was endorsed by the CMO. A consent form was developed to inform participants of all aspects of the study. Surveys were anonymous and optional, and incentives were not provided to encourage participation. Clinicians could participate in the survey at any time using computers at work or at home. Although no steps were taken to prevent individuals from responding more than once, survey collector settings were set to 1) allow multiple responses per computer as recommended for kiosks or computer laboratories where multiple providers would potentially complete the survey in the hospital, and 2) allow responses to be edited so that respondents could go back to previous pages in the survey and update existing responses until the survey was finished or until they had exited the survey. After the survey was finished, or once respondents exited the survey, respondents were not able to re-enter the survey. On survey completion, respondents were redirected to the HCSD TCI homepage.
We did not save Internet Protocol (IP) addresses in the survey results to ensure anonymity. This study was approved by the LSU Health Sciences Center Institutional Review Board.
Administering the clinician survey. The TCI and the DoSD worked together to identify a survey delivery method and sampling frame. The team chose the HCSD's Web-based In-service Learning Management Application (WILMA). WILMA is a provider e-learning management system used to train and track mandatory provider education activities. WILMA was identified as a medium for electronic administration of the survey because 1) WILMA contains a built-in e -mail notification system widely used by each HCSD facility for announcements and lessons assigned to clinicians, 2) clinicians are responsible for checking WILMA on a weekly basis for new information, 3) WILMA allows 1 person to send information out to all clinicians via e-mail and develop statistical reports, and 4) it provides the capability to host a Survey Monkey link. Survey Monkey, an Internet-based tool for conducting Web-based surveys using multiple question formats, offered a cost-effective, self-service surveying solution with built-in privacy and security features. Fifty-two survey items were entered into the Survey Monkey Web interface. The TCI tested the format and configuration of the survey on the Survey Monkey website. All clinicians were sent an invitation and reminder letters via WILMA, which included an embedded link to the survey. Thus, the sampling frame included physicians (primary care, emergency department, and subspecialties) and nurses (nurse practitioners, registered nurses, and licensed practical nurses) with an LSU e-mail address.
Outcome
Partnering with the hospital system was successful, although the proposed timeline for project completion was not achieved. Identifying and adapting an existing survey, completing and obtaining approval of the institutional review board application, and accommodating facility transitions into partnerships with private health care delivery systems delayed the start of the survey.
Health care community partnerships. By partnering with the health care community, the TCI was able to obtain endorsement for the project, access and engage clinicians, and help the system to identify an innovative and efficient use of an existing resource (WILMA).
Survey identification and adaptation. Identifying a suitable survey was more time-consuming than expected. Beginning in December 2011, several attempts were made via telephone and e-mail to obtain the text of the first identified survey. However, correspondence with the author during the course of 7 weeks did not result in receipt of the instrument. Conversely, the second identified survey was obtained after 1 request.
Protocol for survey distribution. System-wide layoffs by the HCSD in February 2012 presented another unanticipated delay. Although terminated employees were not present physically, they were not officially removed from the HCSD Department of Human Resources' (HR) employee management system (which populates WILMA). Beginning survey administration before HR could reconcile its management system would result in issuing a greater number of surveys than the number of clinicians employed, thereby skewing the data. The DoSD suggested that the survey not begin until the hospital's e-mail system was recalibrated in April 2012. Because of these delays, the survey was not distributed until May 2012. Figure 1 compares the anticipated and actual timeline of events. Additionally, the original protocol included e-mailing a survey notification letter, invitation letter, and 3 reminder letters. Because of complaints received from physicians at 1 facility, the third reminder letter was not e-mailed at the request of the CMO. Responses to survey administration. The sample population consisted of 2,519 physicians (including primary care and general practice physicians, obstetricians, gynecologists, emergency medicine physicians, and other specialty physicians) and 1,989 nurses (including registered nurses, licensed practical nurses, and nurse practitioners) in the HCSD system. Among all respondents, 75% were women, 72% were white, ages ranged from 22 to 64 (22-44 [48%] and 45-64 [48%]), and 10% reported current smoking.
Overall survey response is summarized in Figure 2 . Of the 2,519 physicians sent an e-mail containing the invitation letter to participate in the study, 610 (24.2%) opened the e-mail, and 576 (94.4%) opened the letter and clicked the Web link to complete the survey. Of the 1,989 nurses who were sent an e-mail containing the invitation letter, 1,356 (68.2%) opened the e-mail, and 1,058 (78%) opened the letter and clicked the Web link to complete the survey. Using the cooperation rate calculation (7) defined by the American Association of Public Opinion Research (the number of completed surveys [1, 634] divided by a denominator that excludes all cases unable to be contacted [1, 966] ), the response rate was 83.1%. Using the AAPOR's more conservative calculation (the number of completed surveys [1, 634] divided by the total number fielded [4, 508] ), the response rate was 36.2%. Figure 3 shows the weekly number of responses among physicians and nurses. For this study, we did not conduct follow-up contact to convert initial nonrespondents into respondents because of the anonymous administration of the survey. We did not save IP addresses or collect identifiable contact information in the survey, as required by the institutional review board. Therefore, we could not follow-up with nonresponders. 
Interpretation
To effectively engage and support the HCSD community of clinicians in the treatment of tobacco use, it was necessary to conduct an assessment of clinicians (19). Understanding clinician perspectives on Guideline implementation is imperative for improving health care delivery and related policy (20).
This R2R mentorship project was valuable for the mentee, the parent program, and the health care community in which it was conducted. First, the R2R project provided the mentee a foundation in evidence-based public health. The NCI trainings allowed the mentee to gain a greater understanding of how to partner with a hospital community, engage clinicians to assess their practices and beliefs regarding treatment of tobacco use, and collect, analyze, and interpret survey data. Second, the project made a substantive contribution to the TCI parent program. Through the TCI program, Guideline recommendations for treatment of tobacco use were successfully implemented in a public health care system (16) . Patient and EHR data are used to assess Guideline adherence; however, provider perspectives had not been obtained. The R2R mentorship project gave the TCI an opportunity to assess clinician practices and beliefs. This information will guide the development of interventions to improve clinician adherence to the Guideline.
There was also an unforeseen benefit of the R2R project. Through the project, an existing resource was identified for conducting research in the HCSD system. A review of health care provider surveys published between 2000 and 2010 found that the number of provider surveys (primarily mailed surveys) with a 60% response rate (minimum requirement) had been declining (7) . Clinician e-mails can increase Internet and e-mail data collection methods (20) . Using e-mail for initial contact and the Internet for survey data collection, our study achieved a 94% cooperation rate among physicians and a 78% cooperation rate among nurses. E-mail/Internet administration appears to have resulted in higher cooperation rates, and these delivery methods may be more efficient in gathering health-care provider input. WILMA provided a single portal to access all clinicians in the HCSD system via e-mail. Contact information was current and specific to the population of interest. The R2R project demonstrated that other electronic-based methods can become a part of the research infrastructure.
To those who intend to conduct similar research in the hospital community, authors stress the importance of involving all stakeholders early in the process, using existing infrastructure to collect information, and including enough time in the implementation schedule to accommodate protocol changes. Partnering with the hospital community was a viable approach to determine clinician practices and beliefs about the treatment of tobacco use and adherence to the Guideline. 
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